Section of Surgery: Sub-section of Proctology 71 of colopexy should be allowed to fall into oblivion. It did not matter much where the colon was,. as its position had practically no influence on the question of stasis. With regard to the normal level of the hepatic flexure, most books stated that it was at the tip of the eleventh costal cartilage, but in over 75 per cent. of normal healthy young adults he had found it to be, with the persons standing up, just at the level of the iliac crest.
Mr. J. P. LOCKHART-MUMMERY said that the fact had to be borne in mind that a great improvement had taken place in the diagnosis of conditions of the colon during the last twelve years. Formerly tumours were diagnosed only when they were large and palpable, or when there was acute obstruction. Surgeons had recognized that unless some marked improvement on that state of affairs was forthcoming there were not likely to be satisfactory results in colon carcinoma. The real problem was to diagnose carcinoma when there was no obstruction and no palpable tumour. A great step had been taken in this direction. Of the various methods available in diagnosis he personally attached much significance to the sigmoidoscope, as did Dr. Hurst. If a patient with growth in the colon were examined with the sigmoidoscope when he had not been prepared in any way, there would be found, in the majority of cases, slight traces of blood up in the sigmoid, and it might be fairly certain that one had to deal with a growth high up in the colon (it was taken for granted, of course, that such a condition as ulcerative colitis was excluded). He thought that X-rays had helped most markedly in regard to the position of the growth, and that great improvements had still to take place in the diagnosis of position by X-rays. The radiographic experts at first were rather too enthusiastic about their method, and they made much too elaborate diagnoses from the X-ray findings. A more reasonable view was now taken. He thought that negative X-ray evidence was useless. It was not possible to declare that there was a normal colon simply because the X-rays showed nothing abnormal. X-ray evidence could only be taken as confirmatory evidence. One method of avoiding error in X-ray diagnosis of the colon was by repeated examinations. At least two or tbree examinations with the barium meal should be made. Perhaps the greatest value of X-rays was seen in the case of diverticulitis; X-rays furnished a method of distinguishing this from other conditions of the colon, and a proper X-ray examination would confirm or exclude diverticulitis.
Dr. W. H. COLDWELL
said he considered that there was still much to be said in favour of the barium meal as a diagnostic aid in conjunction with the opaque enema in colon conditions, though the enema was the more valuable. He had a word to say about the inefficiency of some lavages before making an X-ray examination, and the errors to which the shadow of feces left behind might give rise. For the detection of diverticulitis, he thought the opaque meal was as useful as the enema, and most patients preferred the meal, owing to its greater convenience.
Dr. S. C. SHANKS speaking of the barium enema method, pointed out that there might be certain " silent areas." The first of these was in the sigmoid, where the shadow of one loop might be superimposed on that of another, and thus obscure the signs of a pathological lesion. Another occasional " silent area " was that of the splenic flexure. Both of these areas were commonly inaccessible to radioscopic palpation. Again, in the middle of the transverse colon there was often an area which, in the supine position, the enema did not fill. This area, where it looped over the ridge formed by the structures on the front of the spinal column, was the highest portion of the transverse colon, and the enema tended to gravitate to the more dependent portions on either side. He
